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TIBIALE EXTERNUM 


BY 
F. P. MILLER, M. D., El Paso, Texas 
(Read before the El Paso County Medical Society, October 15, 1917.) 


Comparative anatomy inspired our early anatomists in the search for 
variations in the human skeleton. Each dissecting room contained a 
group of men looking for deviations from normal structures and complete 
records of the supernumerary bones found were kept. 

Since the advent of the X-Ray the surgeon is constantly finding these 
deviations, showing that these are not so rare as supposed from post- 
mortem reports. The X-Ray is also separating these conditions from the 
vague classification of diseases based upon symptoms alone. In 1915, I 
reported a case of bicepital ribs with failure of the development of one 
body or centrum of a thoracic vertebra producing a wedge-shaped half- 
centrum which was ankylosed to the vertebrae above and below. This was 
explained by a study of the development of the nucleus for the body which 
becomes bilobed or dumb-bell shaped and one side failing to develop. This 
case was diagnosed as Torticollis and an operation had been advised. 

In this paper I would call your attention to the presence of an addi- 
tional bone in the tarsus, the tibiale externum, which produces deformity 
and symptoms which closely resemble talipes valgus or flat foot. I desire 
also to call your attention to the close resemblance in skiagrams of this 
condition and a fracture of the tuberosity of the scaphoid. This is espec- 
ially of value after traumatic injury to a foot where the physician might 
go on record that the X-Ray showed a fracture. A close study of the other 
variations to be found in the carpus and tarsus shows that there are many 
such conditions that might lead us into an error. A divided scaphoid with- 
out fracture has been reported. (1) Thomas Dwight also shows a super- 
numerary bone, the triangular, which might easily be thought to be a 
fracture from the styloid process of the ulna. 

To properly appreciate the occurrence of these variations, we must 
remember that the embryo eften presents centres for bone which later dis- 
appear or fuse with other bones. If these centres persist or grow, they 
will slowly produce modifications in normal shape and size of the parts 
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that will escape notice until injury directs attention to them by a careful 
examination and the X-Ray. 


The shape of the scaphoid varies a good deal, due to the shape of the 
adjacent bones, especially the os calcis and the astragalus. Its outer sur- 
face is rough for the attachment of ligaments, whilst the inner forms a 
large and prominent eminence, the scaphoid tuberosity which affords an 
important attachment for the tibialis posticus tendon. Morris says, “the 
tubercule of the scaphoid, occasionally develops separately, and sometimes 
remains distinct from the rest of the bone.” In his description of the 
tibialis posticus tendon he says “just above its insertion into the tuberos- 
ity of the scaphoid bone, the tendon often contains a sesamoid bone.” (2) 


Thomas Dwight, (1) states “the tuberosity of the scaphoid is not 
necessarily the same as the tibiale externum but may vary within certain 
limits. When the projection is very large, particularly when its end is 
more or less marked off and especially if it is turned backwards, we have 
to do with a tibiale more or less perfectly fused with the tuberosity. The 
tibiale externum is commonly known as the sesamoid in the tendon of the 
tibialis posticus, but it is a bone part of the skeleton, being found on many 
mammals and being cartilaginous in the second month of the embryo. It 
is more or less involved in the tendon of the posterior tibial. It is some- 
times quite free, having no close connection with the scaphoid, but, as 
Pfitzner has shown, is never involved in the tendon. (1) This fact makes 
the surgeon more inclined to remove the bone where symptoms warrant. 

Report of case: E.D.F. Female, age 10. Rather large for her age, 
weighs 110 pounds. Family history does not show any member to have 
had any deformity. Previous history negative. No abnormality in feet 
noticed until about one year ago she began to complain of occasional pain 
in left foot. Tired easily after standing or walking. The family noticed 
that the left foot was gradually turning inward. That the left shoe was 
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altered in shape, with a projection on the inner side in front of the ankle. A 
diagnosis of flat-foot was made and an arch was worn for a time with re- 
lief. At this time the arch of the foot is not as high as normal. The right 
foot also seems to fall below normal lines. Over the scaphoid of the left foot 
is a distinct projection under the skin. This surface is red and tender, 
the patient says due to the pressure of the shoe. The parents notice that 
the patient is becoming cross and nervous which is contrary to her pre- 
vious condition. This they think is more marked if the girl has been on 
her feet for a long time. No history of injury. 

The X-Ray shows a well marked projection of bone at the tubercle of 
the scaphoid. There is a distinct line however separating them which at 
first glance might be taken for a fracture. This is a tibiale externum 
placed between the scaphoid and the sustentaculum. It is evidently joined 
to the scaphoid by synchondrosis. 

The X-Ray shows a similar condition on the right foot, but not so well 
developed or perhaps fused with the tubercle of the scaphoid. 

Case No. 2: Kindness of Dr. Jno. Tappan. Mr. A. L. McK. Age 38. 
Weight 180. Developed flat-foot before 18 years of age. Suffered pain 
in feet after standing on feet or walking for some time. Found most re- 
lief from wearing special shoes made with arches in shoes. Even when 
wearing shoes, at intervals would suffer with pain in feet. There was a 
projection inward along the inner border of foot in front of ankles. X-Ray 
showed well marked tibiale externum on left foot, and small bone in right 
foot. Was operated on in Presbyterian hospital in Chicago by Dr. D. B. 
Phemister. Put feet in plaster Paris cast for two weeks—on crutches for 
two months. 


Treatment: 


An incision should be made over the projection and the tibiale re- 
moved. Due care to avoid the tendon of the posterior tibiale and to refrain 
from disturbing the attachment of the tendon to the scaphoid. The foot 
should be put up in plaster cast remoulding the arch of the foot. This 
should be worn for two months, and crutches used until all soreness gone. 


(1) Thomas Dwight. 5 Atlas. Variations of the Bones of the Hand 
and Feet. 
(2) Morris. Anatomy. 


Discussion: 

Dr. Cathcart said the first one he saw he called a fracture. This 
patient went to Chicago and they told him what it was. It may be that 
more of these foot troubles are due to this bone. If this case just reported 
gets well he will have some faith in the operation. 

Major Ingalls said that when one was crippled from this trouble the 
deformity should be treated along surgical lines just as any other surgical 
condition should be. An effort should be made to operate so that the 
patient should have a useful foot after the operation. 
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Captain Lynch said that this was new to him, and if he had run across 
it he would have called it a fracture or a sesamoid. Dr. Miller’s suggest- 
ion regarding treatment he believes is practical and feasible. Where it 
causes deformity and pain the _ thing to do is to remove the cause under 
aseptic technique. 

Dr. Strong said that he never saw a flat footed man who was pigeon 
toed, and that these two conditions did not go together. 

Dr. Tappan said he saw this case that Dr. Cathcart had said was a 
fracture. The patient had gout complicating his trouble which obscured 
the diagnosis, but afterwards the gout grew better and he went to Chicago 
the case was quite plain. He asked Dr. Cathcart if the man had a fallen 
arch, and Dr. Cathcart answered yes. 

Dr. Miller said that with reference to the girl being pigeon toed he 
had not noticed it. After a while she probably will be. He noticed that 
the other pictures nearly all showed that the arch comes down. From a 
study of the anatomy, one reason we remove the bone is that the tendon 
of the posterior tibial gets a better leverage—the tendon has to pull 
around the bone, the bone not being in it. “= angle at which the tendon 
works is improved. 


THE EXAMINATION OF RECRUITS BY THE X-RAY 


BY 
A. G. SHORTLE, M. D. 


(Read at the Southwestern Conference on Tuberculosis at Grand Canyon, Arizona, 
October, 1917.) 


It was with considerable consternation that I received the request 
that I should read a paper at this meeting on the “Diagnosis of Tuber- 
culosis by the X-Ray in War Times.” I happen to possess a very complete 
X-Ray equipment and I think I can interpret a plate fairly well, but I do 
not pose as a roentgenologist. I did my part in examining the New Mex- 
ico recruits, but I can hardly claim to be a military surgeon; however, I 
accepted the burden and then shifted a good part of it on my friends who 
are doing military work. 

The first I appealed to was Dr. E. S. Bullock, who has taken a prom- 
inent part in examining 15,000 regular troops at El Paso, and his reply 
in part is as follows: 

“It is very easy to reply to your query, for the quite simple reason 
that the X-Ray has an extremely restrictive field of usefulness in the ex- 
amination of recruits. Why? Because it does not tell the truth. The 
X-Ray picture shows the foot marks of tuberculosis, in the individual’s 
life. It is absolutely essential that fibrosis be present if the X-Ray is to 
show anything at all. Petrifaction is shown as well. Caseous tubercles 
are penetrated by the X-Ray as though they were not there. 
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“The members of my board do about 100 examinations each, per day. 
Can you imagine our having time to monkey with X-Rays? Further we 
do not try to take out the things that are shown by the X-Ray. Healed 
tuberculosis in a subject in perfect health is not and should not be a bar 
to enlistment Extensive old lesions will throw a man down even if they 
are healed, but one does not need the X-Ray to show such things. Most 
people will show these tracks of tuberculosis in an X-Ray plate, and if 
we were guided by the data obtained through plates, we wouldn’t have 
any recruits. 

“This work has undergone an evolution with my board, and I expect 
with every other board that is working in the United States. We have 
eliminated percussion as a waste of time, same is true of voice and whis- 
per. We do not question the subject, without there is definite reason for 
doing so. We simply have the subject cough and breathe 24 times. Six 
times for each lung, front and back. Anything suspicious is set aside 
and carefully gone over, questioned, sputum studied, and in a broad and 
practical way every case with localized moist rales is eliminated from the 


“Among the fifteen thousand regular troops stationed at Fort Bliss, 
we found .88% of tuberculosis by the method indicated in this commu- 
nication. Subsequent sputum examinations showed between 60 and 70 
per cent of these to have positive sputum. We are inclined to think that 
the pulmonary manifestations of tuberculosis precede the development of 
all symptoms, by many months and often a year or two. 

“We have found that lesions of the base are as common in early tuber- 
culosis as of the upper lobes. I have digressed somewhat from the sub- 
ject of the X-Rays, thinking that these other facts might interest you. 
At first we used the X-Ray plates quite frequently and now not at all. 
Practically what does that mean? Why, simply that they aren’t worth 
a damn, that’s all.” : 

Very sincerely, 
(Signed) Bullock. 

I always expect something emphatic and decisive from Dr. Bullock 
and this letter is very satisfying in that respect at least but it is not flat- 
tering to the part that may be played by the X-Ray. Fortunately, I was 
able to get a report of the X-Ray examination of the chests of the enlisted 
men of the 69th regiment of the New York National Guard, directed by 
my friends Drs. Gregory Cole and Joseph M. Steiner, which is as follows: 

“The following is 2 brief report on the Roentgen study of the chests 
of 1030 members of the 69th Regiment of the New York National Guard. 
1080 men were examined, but the findings of only 977 are recorded, be- 
cause 58 of the plates were unsatisfactory for various reasons; such as 
fogging, breaking, or movements on the part of the patient. The gener- 
ator used was of the interruptorless type, and a medium focus Coolidge 
tube was used. 
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“The Roentgen examination consisted of a single plate taken in the 
antero-posterior position. We had previously determined that this would 
be satisfactory from a diagnostic standpoint. The plates were made with 
a five-inch spark gap and 35 m. a., and varied from two to five seconds. 
The entire series of 1030 pates was made with the same tube and trans- 
former without a breakdown. Six men were used in making the plates. 
One made exposures; one estimated the time of exposures; two were used 
to place the patients; one changed plates and one numbered the plates. 
The total time consumed in making the 1030 plates was 714 hours, or 26 
seconds per patient. The developing was done by one man, forty hours 
being the total time consumed in handling and developing the plates. The 
interpretation of the plates was done by a group of Roentgenologists who 
averaged 75 plates per hour, making a total of thirteen hours consumed 
in interpreting 977 plates. Of the 977 patients examined, 35 or 3.6% 
showed definite gross pulmonary changes of a sufficient quantity and 
quality to disqualify them for military service. Thirty or 3.2% showed 
definite early tuberculous changes in the lung; but these will re- 
quire further Roentgen and clinical study to determine the activity or 
non-activity of their tuberculosis. This makes a total of 65 or 6.8% who 
show definite tuberculous changes in the lungs. Of the 912 cases who 
have passed as having normal lungs, three cases show definite diaphrag- 
matic adhesions; seven show congenital malformation of the thorax, one 
shows an absence of a portion of the rib, probably due to re-section; one 
shows a bullet in the shoulder; fourteen show definite cardiac changes. 
These include cases of dilatation and. hypertrophy and some aortic dila- 
tations. This group will be held for further clinical observation. In in- 
terpretating the plates, bronchial gland and hilus tuberculosis was not 
considered, and only the cases with definite parenchymal, and gross pari- 
bronchial changes were considered, as probable bad risks from a military 
standpoint. 

SUMMARY 


“From a study of 977 cases we believe that the following conclusions 
are justified: 

“1. That it is practical to make X-Ray examinations of the chests 
of soldiers at the rate of two cases per minute. 

“2. That while six men were used in this series, the number could 
easily be reduced to four, and only one of them need be a Roentgenologist. 

“3. That one man can easily develop one hundred plates every three 
hours. 
“4, That an individual can interpret plates at the rate of two per 
minute, leaving the rejected or doubtful cases for further study. 

“5. That in the 977 cases examined we found 3.6% of the cases with 
definite tuberculosis, sufficient to disqualify them for military service, 
and an additional 3.2% with tuberculosis which will require further in- 
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terpretation and observation to determine whether their tuberculosis 
should disqualify them or not.” 
(Signed) Lewis Gregory Cole, 

Major M. R. C. U.S. A. 


Here we have first, the reply from the standpoint of the clinician, 
second, from that of the Roentgenologist, each of whom is very competent 
in his own line of work and each of whom has had a large experience in 
examining recruits. Comparing them we find that Dr. Bullock’s objec- 
tion to the X-Ray on the basis of time expended is hardly well founded. 
He states that each of the members of his board is expected to examine 
the chest of one hundred individuals daily, but Dr. Cole says that four 
men should be able to examine the chests of 977 men by means of the 
X-Ray in forty hours, the length of time required for developing the 
plates, and that only one of these men need be a Roentgenologist, or in 
other words, that four men working eight hours should be able to exam- 
ine roughly speaking, 200 patients, certainly not an extravagant expen- 
diture of time in a matter so important. 


Dr. Bullock and his co-workers found .88% of the 15,000 regular 
soldiers examined should be rejected as being tuberculous, while with the 
X-Ray according to Dr. Cole, “3.6% showed definite gross pulmonary 
changes of a sufficient quality and quantity to disqualify them for mili- 
tary service,” while an additional 3.2% showed sufficient trouble to de- 
mand further and closer investigation, a total of almost 7% as against 
less than 1% as determined by physical examination by Dr. Bullock’s 
Board. 


Now it is possible that the fact that the men examined by Dr. Bullock 
were regulars, while those examined by Dr. Cole were militia, might ex- 
plain a part of the difference shown. I mean that the regular army man 
is supposed to be a picked man, that he has had to pass a rigid examina- 
tion by trained army surgeons, while the examination of the National 
Guardsman is often rather indifferently done. However, the difference is 
too great to be entirely explained on that hypothesis. To endeavor here 
to decide whether Dr. Bullock and his co-workers had probably overlooked 
a rather large number of really tuberculous soldiers or whether Dr. Cole 
had excluded from the army a large number of really eligible men, means 
the opening up of the whole subject of the interpretation of the X-Ray 
plate, as to how much importance for instance, we are to ascribe to pari- 
bronchial thickening, what, if anything, may be learned of the caseous 
tubercle by the radiograph, whether the X-Ray will be any guide in the 
matter of the activity of the lesions, etc., a subject so great that I would 
not have the time to discuss it even if I had the ability to do so, so I am 
glad to call to my aid another friend and one of whom the whole Southwest 
is justly proud, Colonel Bushnell; until recently in charge of the U. S. 
Army Hospital for Tuberculosis at Fort Bayard. 
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In the August number of the American Review of Tuberculosis he 


“It is not of course practicable to use radiography extensively for 
the determination of tuberculosis ‘during the examination of recruits. 
But the X-Ray will doubtless be often employed in doubtful or disputed 
cases so that it is necessary to consider the rules which should obtain in 
reading the radiograph.” 

Time will not permit quoting more than his 


RESUME OF INDICATIONS FROM X-RAY NEGATIVES 


The X-Ray shows: 1. Tuberculous disease confined to region of 
hilus in deep lung. 2. Extension upward towards apex or downward and 
outward towards base, confined to deep lung. 3. A fine line or two ex- 
tending to apex with or without small focus or foci there; condition not 
determinable by physical signs. 4. Clouding of apex without marked lines 
from hilus, probably largely pleuritic. 5. Well marked lines extending 
to superfices of apex, usually, but not necessarily, with foci there; lesion 
accessible to physical examination. 6. Lines extending towards shoulder 
as well as apex: (a) If confined to deep lung may mean early and now 
obsolete exacerbation; (b) If extending to superficies denote larger 
lesion and less immunity than 5. 7. More or less widely diffused spots, 
lines and streaks through a considerable portion of lower lobe approach- . 
ing periphery of lung, with few or no auscultatory signs; deep peribron- 
chial tuberculosis. 8. More extensive streaked opacities involving greater 
part of one or both lungs and extending to periphery with few or many 
physical signs; fibrocaseous tuberculosis, fibrosis preponderating in pro- 
portion to scantiness of more or less rounded spots or dots. 

Conditions as shown by 1, 2, 3, 4, and 6 (a) are not causes for re- 
jection. Cases under 5 to be determined by physical examination. Cases 
under 6 (b), 7 and 8 are to be rejected. 

According to this authority, a man who has spent so many years in mil- 
itary service and the last fifteen in just this branch of the work, the X-Ray 
could be relied upon to debar without further examination a certain per 
cent of those examined, while it would call attention to and be cause for 
special examination in others. 

Individually I look at this subject from the standpoint of the clinician 
and I have always placed the stethoscope above and before the radiogram 
but I have found the latter valuable in many even early cases, or what we 
term early from a clinical standpoint. 

Now in view of the disastrous results to the individual soldier that 
is passed on to the trenches when physically unfit and in view of the loss 
to our army in both money and efficiency, and finally in view of the 
pension list that is bound to come later, and fully appreciating the limi- 
tations of the X-Ray, I think we can consider it a valuable adjunct in the 
examination of recruits. 
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Although we had almost three years of warning, our country went 
into this war unprepared and though through no fault of the men who 
compose it, our medical department was no exception to the rest, conse- 
quently I think in most cases it has been impracticable to use the X-Ray. 
But for the future I feel that I can not be called impracticable or extreme 
when I suggest the following: 

That at each great cantonment, there should be installed a complete 
and comprehensive X-Ray equipment, with operating and dark rooms 
sufficiently large for work on a large scale. 

That a competent Roentgenologist, a trained assistant, and two or 
more helpers picked from among the enlisted men be maintained there. 

That every recruit besides having a physical examination shall also 
be radiographed. 

I believe that such a procedure would call the special attention of the 
examining surgeon to a fair percentage of cases that would otherwise be 
overlooked and result in the rejection of a sufficient number of unfit men 
to make it pay both from a humanitarian and a financial standpoint. 

I learn from Mr. Jacobs that an estimate has been made to the Nat- 
ional society, that single cae could be made in these large quantities at 
65 cents each. 

That the medical aces of the Argentina Navy has found the 
X-Ray of value in the examination of recruits is proved by J. A. Lopez * 
who says “Roentgen examination is indispensable in dubious cases.” 

So in conclusion I will only say that if the X-Ray deserves a place in 
the examination of the chest in private practice it must have a place in 
the examination of the recruit, and while I would in either case relegate 
it to the place of secondary importance, it is yet of sufficient importance 
to justify much greater use of this means in the examination of recruits. 


* Abstract J. A. M. A., Aug. 18, 1917. Vol. LXIX. PP 598. 
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LOBAR PNEUMONIA IN CHILDREN 


BY 
G. WERLEY, M. D., El Paso, Texas. 


(Read before the 36th Annual Meeting of the New Mexico Medical Society, 
Las Cruces, N. M., October 6, 1917.) 


In scarcely any: other disease is a favorable outcome so dependent 
upon prompt diagnosis and wise and conservative management from the 
very beginning as in pneumonia. Misguided zeal in attempts to abort 
high fever supposedly due to la grippe or other obscure cause has, not 
seldom, turned the balance against recovery: in what was, really, lobar 
pneumonia. 

The idea seems to be commonly current that lobar pneumonia is a 
rare disease in children. I feel sure that Abt is correct when he says that 
“after the ninth month of life lobar pneumonia is of as frequent occur- 
rence as in adults.” 

The diagnosis in children is by no means always easy, text-books to 
the contrary notwithstanding. Definite physical signs are often delayed, 
appearing only on the third or fourth day, or even later. Recently, 
through the courtesy of Dr. F. P. Miller, I saw a boy aged seven years in 
whom bronchial breathing and dullness only made their appearance on 
the ninth day, the fever finally falling by crisis on the fifteenth. Also 
there are puzzling cases of very short duration, three or four days or even 
less- My attention was first called to this fact by Dr. M. P. Schuster at 
the E] Paso Smelter. More recently Le Grand Kerr‘) has reported a 
number of such cases. 

Then, too, there are difficulties in making a satisfactory examination. 
I have been deceived by percussion owing to the two sides not being sym- 
metrically placed. Also one will sometimes hear bronchial breathing at 
the apices behind and lower down near the spine when no consolidation 
is present. Generally, the physical signs finally become quite as reliable 
as in the adult. Pain and cough are quite often entirely absent and expec- 
toration is only seen in older children and even then it is somewhat ex- 
eptional. 

The main early diagnostic signs are:—1. High continuous fever of 
sudden onset; 2. Marked prostration; 3. Feeble or absent cry; 4. Res- 
piration accelerated as compared with the pulse rate, the ratio becoming 
8 or 2 to 1 instead of 4 to 1, which is normal; 5. The grunting expira- 
tion; 6. Fixation of the head, neck and shoulders; 7. Disposition to lie 
quietly in one position and distress on being disturbed;. 8. Diminished 
respiratory excursions and feeble respiratory murmur on the affected 
side with exaggeration on the sound side; 9. Slight dullness elicited by 
very light percussion. Vocal fremitus is not a reliable early sign and is 


| 
18 
q 
J 
J 
d 


SOUTHWESTERN MEDICINE 19 


hard to elicit in infants for obvious reasons. Rarely do we find the sub- 
crepitant rale. Friction sounds are heard in pleuro-pneumonia, but these 
are late in making their appearance. 

The fever is generally continuously high and morning remissions are 
rare. 

Some less scientific points are of diagnostic value. Generally speak- 
ing, a child who voluntarily rises from the bed or tosses about contin- 
uously is not suffering from lobar pneumonia. I have only seen one case 
of walking pneumonia—that in an adult. A child that cries incessantly 
is not, as a rule, suffering from lobar pneumonia. A child who takes a 
lively interest in his surrounding and objects vigorously to being exam- 
ined is not likely to be suffering with lobar pneumonia. 

When the lower right lobe is involved the pain may be referred to 
the abdomen with rigidity of the right rectus. These signs, together with 
vomiting and fever, have led to a diagnosis of appendicitis and operation. 
Respiration may be accelerated in any painful condition, but in appen- 
dicitis the pulse-respiration ratio is not so much disturbed and there is no 
rigidity of the neck and chest and no alteration of respiratory sounds. 

As to la grippe: this offers the greatest difficulties: I will only 
say, hesitate long before making a diagnosis of this mongrel disease. It 
is too often a cloak for ignorance. Keep on looking for physical signs and 
you will more and more often discover that la grippe is too frequently 
another name for unrecognized pneumonia. 

The rigid neck and shoulders with high fever and vomiting may sim- 
ulate meningitis. Reference to the summary of early symptoms of pneu- 
monia should generally suffice for differentiation, together with absence 
of Kernig’s, Babinski’s and Brudjinski’s signs. Meningitis as a complica- 
tion of pneumonia comes late. 

I have never seen primary pleurisy in a child. It is very rare. 

As to prognosis: Kerley had a mortality of two per cent in infants; 
Holt 3 to 4 per cent in children; and Abt says that it is less than 5 per 
cent. It is probably the least fatal of all the serious infections of child- 
hood. In strong contrast with broncho-pneumonia and gastroenteritis, 
the death rate is little affected by poverty, filth and bad hygiene. It is 
the one disease from which the poor Mexicans recover just as well as the 
more fortunate. Recovery in pneumonia depends on a good heart, good 
arteries and good kidneys. In children these are usually sound. 

My advice as to treatment is, mostly, don’t. Babinski (*) refrains 
from medicine and uses the ice-bag for the pain. He says that under these 
measures pneumonia has come to be the most successfully treated of all 
infectious diseases. The inference is rather plain that his previous plan 
of treatment did not affect the mortality favorably or that the ice bag is a 
specific for pneumonia. I have not used ice and my mortality has been 
comparatively comparatively small since giving up early active medica- 
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tion. Not more than one case in ten of lobar pneumonia in children really 
needs any medicine at all. Cool air, cool water, early and perfect rest; 
given these, and nature will make her own cure as a rule. Howland 
and Hoobler (*) have demonstrated that the blood pressure is from 10 to 
15 millimeters higher in cold than in warm air. 


I feel sure that routine, radical drug treatment only serves to increase 
the mortality. Too much fussy attention of any kind is bad, for it de- 
stroys rest, which is the very crux of all successful treatment. As a rule, 
high fever does no harm, though the means used to reduce it may. I gen- 
erally let it alone. Bathing is good but it can be overdone. Feeding is not 
urgent. Cold water is the best diuretic. Plenty of urine augurs favor- 
ably. When drugs are needed strychnine, sparteine, caffeine and cam- 
phor will generally suffice. Creosote carbonate is useful especially where 
there are catarrhal symptoms. Strophanthin intravenously may rescue 
an occasional desperate case, but so used it has also caused sudden death; 
and for that reason Barker advises that it be given intramuscularly. The 
serum treatment gives promise for the future. The dose is very large; it 
must be given into the vein and it, too, has caused death. It is only use- 
ful in infections of type I. Results from it in the army camps last winter 
were not brilliant. Especially in children one can well afford to wait for 
serum treatment until it has been further perfected. 


(1) Medical Record, April 25, 1910. 

(2) Journal A. M. A., p. 1219, 1909. 

(3) Ther. Gazette, p. 494, 1910. 

Also Vaccine Therapy. Sherman, 1916. 
Applied Immunology, Thomas & Ivy, 1915. 
Special Pathology, Beattie & Dickson, 1909. 
Practical Treatment, Musser & Kelly, 1917. 


Summary: 

1. Always suspect lobar pneumonia when a child has a continuous 
fever of 104° or 105° with no other apparent explanation. It is a com- 
mon disease in children. 


2. Never attempt to abort such a fever until you are sure that lobar 
pneumonia is not the cause. Lobar pneumonia cannot be aborted and any 
attempt to do so increases the mortality. 


8. An early diagnosis is essential so that prompt care may be 
taken and the patient’s vitality conserved. 


4. The natural mortality of lobar pneumonia in children is very 
low. Be sure that you do not make it higher by unwise interference. 
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SYMPTOMATOLOGY OF GASTRIC ULCER 


BY 
TROY C. SEXTON, M. D., Las Cruces, New Mexico. 


(Read before the 36th Annual Session of the New Mexico Medical Society, Las 
Cruces, N. M., October 5, 1917.) 


A more difficult problem seldom confronts one than that of recog- 
nizing gastric ulcer with any degree of certainty. This is easily appreci- 
ated in the review of the literature dealing with the subject. This state- 
ment is not intended to embrace those cases presenting symptoms of car- 
dinal type and incidence, but as these are greatly in the minority, it does 
not impair the relative truth of the statement. Hubert Patterson says 
“T think there is no disease of the abdomen which is more difficult to 
diagnose than gastric ulcer * * * I do not think that you can, with 
any degree of certainty, diagnose a gastric ulcer.” Hall makes this state- 
ment, “If I were entitled to make any criticism upon our usual attitude 
towards the diagnosis of gastric ulcer, I should say that we are, first, in- 
clined to look upon the disease as a comparatively rare one; second, that 
we are inclined to look for a too classical history, especially of vomiting 
and hematemesis, with a high acidity reported from the laboratory; third, 
we are inclined to look for a too classical history, especially of vomiting 
findings and too little upon the results of the physical examination, and 
we are therefore making far too many diagnoses of hyperacidity when 
the findings by careful examination of the slightest unilateral rigidity in 
the epigastric region, associated with local tenderness, should lead us to 
diagnosticate ulcer instead.” 


The preponderance of the cases relate only poorly defined symptoma- 
tology, and the history which one is able to elicit, is of very little value to 
you in so far as making your task any less difficult. The lesions may be 
so small that they cannot be demonstrated on the operating table. There 
are other cases where the first knowledge to be had of an existing ulcer 
is found either on the operating, or autopsy table, in whose history there 
was not the least thing to suggest its existence. With these facts in 
mind, and with the unsatisfactory results I have had in many instances 
in arriving at a diagnosis entirely fitting the symptoms, I have gone into 
this topic with the hope of being able to clear up the matter and of get- 
ting as much light from recent literature as I could find. I confess con- 
siderable disappointment so far as finding any material that would facil- 
itate diagnosis in such cases. 


As found in the review of the literature at my command, the com- 
posite symptoms take this form: Early in the spring or the fall, the 
patient presents a typical dyspeptic syndrome. The initial attack is 
usually sudden and without any apparent cause. In from one to four 
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hours after meals, there is pain, distress, or burning in the epigastrium, 
which may be accompanied by vomiting. There is usually gas, and 
almost always a hyperacid stomach, occurring at sometime in all cases of 
ulcer. Or, a belching of a bitter or an acid fluid. The pain or distress is 
relieved by taking food or water; vomiting or lavage; or an alkaline 
drink. In other words by “anything that will engage the acid,” or remove 
it from the stomach. For days, weeks, or months, these symptoms recur 
meal after meal, with the same cadence, then becoming quiescent with a 
period of good health, and then a recurrence at the usual seasonal period. 
Associated with these symptoms, some authorities stress points of sen- 
sitiveness in the epigastric area, along with some muscular rigidity. In 
a certain percentage of cases, hemorrhage is a very important symptom, 
and in many of these cases it may be the confirmatory one, many times 
being manifest only as melena, or occult blood in the feces, but should be 
observed on successive examinations, rather than to depend upon one. 

If the ulcer is away from the pylorus, the symptoms are lessened, and 
their pathognomonic character will be lost. The early history is the same 
as that of the pyloric area, beginning as an acute ulcer, extending over a 
period of years, with similar cadence of attacks and with similar relief. 
As a rule the longer period of relief is afforded by the heartier meal. The 
symptoms at first mild, gradually increase in severity, and finally relief 
is very slight. Eventually complications cripple the efficiency of the 
stomach, and then there is no cessation of symptoms. Then the sympto- 
matology resembles that of many other diseases, and the question of dif- 
ferentiation arises. 


If the lesion is at the cardiac end, near the fundus, or on the great 
curvature, the symptoms are quite immediate in onset, persistent, and the 
differential type is lost. The pain does not yield to food, but is immedi- 
ately increased. Vomiting is less frequent, more intense, and increased 
in amount, very acid, and contains remnants of food. Relief is afforded 
by careful dieting and an empty stomach. 


As time adds to the chronicity, or as complications arise, the symp- 
toms become continuous, or those common to many other diseases. The 
appetite and general nutrition which in the earlier stages were unaffected, 
in the latter stages may fail, because of the increase in the severity of the 
symptoms; or the failure to relieve them; or even by the increased dis- 
tress by food, rather than by relief as formerly experienced. 


All writers agree upon one point: that of the very great importance 
of the history in all cases of gastric disturbances, especially in the matter 
of sequence and the inter-relationship of the symptoms. Here in many 
instances lies the key to the situation, and may be the only way in which 
the diagnosis may be arrived at. Where ulcer is suspected the early his- 
tory of all cases must in many instances decide the diagnosis, because the 
later symptoms of gall stones, appendicitis, cancer of the stomach, pan- 
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creatitis, angina pectoris, kidney lesions and many general diseases are 
so similar that only it an help us out of the dilemma. 


Mayo has called attention to the fact that any disturbance of the 
duodenum, and under certain circumstances the mid gut—the intestine 
from the ampulla of Vater to the splenic flexure—causes the pylorus to 
close, retaining the food in the stomach, causing dyspepsia, indigestion, 
and gastric distress; purely a reflex. This is the reason why gall-bladder, 
the appendix, pancreas, and certain other conditions necessarily produce 
symptoms that must be dwelt with when ulcer is under consideration. 


In gastric ulcer pain is a most important symptom. Its character, 
its cadence, its relief, its relations to other symptoms must all be thor- 
oughly thrashed out and understood. Its onset is sudden, both in relation 
to general health, and to the stomach ag a system. It has a definite rela- 
tionship to the intake of food, depending upon the position of the ulcer. 
The nearer it is to the cardia, the sooner after a meal does it appear, and 
in nearly all ulcers outside the pylorus, food relieves the pain at once. In 
some cases however, food increases rather than relieves the suffering. 
The pain has been described as a distress, a burning, colicky, a deep bor- 
ing distress, or as hunger pain. The symptom is usually associated with 
hyper-secretion and hyperacidity, and pylorospasm. Hypersecretion and 
hyperacidity give rise to eructation or even vomiting of either a sour or 
a bitter material, whereby relief is afforded the patient. While this is 
the usual sequence and behavior with recent ulcers of the stomach, sooner 
or later changes in the organ will take place, giving rise to complications 
and the development of sequela, changing the symptoms in character 
and relationship, which may be very misleading in arriving at a correct 
solution of your problem. 


Hyperacidity exists at some time or another in all cases of ulcer, and 

is said to be a more constant symptom than pain. It is one that is not as 
constantly observed by the patient, because as a symptom it is not as dis- 
tressing, and consequently is not considered as an incident to the disease. 
Too it is a symptom that is frequently observed in the life of almost all of 
us, making it rather commonplace and due to some error in diet. It is 
a common element in the so called bilious condition, as all of you have 
undoubtedly observed. If acidity is associated with pain or distress, it 
becomes more important as a symptom, than when existing alone, and if 
relief is afforded by taking food, ulcer is almost certain, especially ac- 
centuated if these seizures come on at a definite time after meals, and 
equally regularly relieved if food be taken. This acidity in the opinion 
of Graham, is a very important symptom, and he states that “in the ab- 
sence of pain, gas, vomiting, distress—sour stomach be present—appear- 
ing and disappearing with characteristic regularity before meals and 
after meals, ulcer should be strongly suspected.” Hall likewise places 
considerable importance upon hyperacidity as a symptom, as he states 
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that if associated with the slightest unilateral rigidity and associated 
with local tenderness, it should lead us to diagnose gastric ulcer. 


In most cases there exists an exaggerated tone of the recti muscles, 
especially situated over the seat of ulceration. Many writers claim this 
to be one of the most positive and important points in symptomatology. 
Hall thinks that if associated with rigidity, that it must be considered a 
more important one than any other sign of ulcer. Murphy stated that 
local sensitiveness over the ulcer zone on pressure is a most important 
sign. It is quite remarkable however, that in looking over the literature, 
to see how few writers and clinicians make mention of local tenderness 
and muscular rigidity; and points of reflex pain or tenderness. These 
latter points are said to be frequently found at the point of the 10th rib; 
at the left of the spine; and the upper dorsal spine is frequently sensitive 
to a sight tap with the percussing finger. These points of sensitiveness 
are not to be considered very reliable, as Seidel has found that they might 
be found anywhere from the junction of the 10th rib to that of the 2nd 
one, and that they might be observed on either side of the spinal column, 
which he claims to depend upon the position of the ulcer in the stomach. 


As to the laboratory findings and reports in determining the 
condition, alone they cannot be depended upon. They are only valuable 
in assisting to a diagnosis, but cannot be considered a controlling factor 


in, and must be corroborated by other phenomena. One examination 
should not be considered a criterion, and the contents should be subjected 
to repeated examinations, to be of any assistance in arriving at a definite 
conclusion. Hypersecretion of the stomach, with absence of remnants of 
food, is very suggestive of ulcer. Hyperacidity is found in about 60% of 
the cases of gastric ulcer. Finding of blood is only of a relative diagnos- 
tic value, as there are many conditions that may yield the same results. 


Roentgenological examination in the hands of a competent experi- 
enced man is very valuable, and is said by Eusterman to be “sharing hon- 


ors with the usual clinical diagnostic methods.” The examination should 
embrace the use of the plate as well as the screen, as evidence of a com- 
bined nature will be at hand, and naturally more dependable. 
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MEDICAL INSPECTION OF SCHOOL CHILDREN 


BY 
IRVING McNEIL, M. D., El Paso, Texas. 
(Read before the El Paso County Medical Society, September 9, 1917.) 


(Medical Inspector El Paso City Schools) 
Medical inspection of school children is a branch of public health 
work which, like every other effort in this field, must have cooperation 


of the medical profession in order to succeed. The support of public sen- 
timent is also required. 


Although it had been customary for a number of years to require 
certificates of health for the teachers in our public schools, it was not 
until two and a half years ago, during the administration as health 
officer of the late Dr. W. C. Kluttz that a systematic inspection of all 
children in the city schools was undertaken. The work now includes: 
Examination for contagious diseases, particularly of the eyes and respi- 
ratory passages and those manifested by skin lesions and general hygi- 
enic and sanitary supervision with reference to light, ventilation, etc. 


There are at present in our public schools just a few less than 10,000 
- pupils. These are divided among thirteen schools for whites and two for 
negroes, some of the largest schools having more than 1,200 pupils each. 
This large number of pupils, increasing rapidly in our fast growing city, 
has inevitably produced the overcrowding problem with a solution sought 
by the acquisition of additional quarters adjacent to the main buildings. 
Visits of inspection are made every day throughout the school year. It 
is customary to make regular rounds of the various schools, which with 
the present attendance it is possible to do about once a month. Besides 
this the inspectors are subject at all times to special calls in the event 
of the outbreak or suspected outbreak of a contagious disease among the 
pupils. 

With the opening of the schools in September a general examination 
of vaccinations is made. All who have satisfactory scars not more than 
six years old are passed. To those whose scars are seven years old or 
older, to those who state that they have been vaccinated but “it would not 
take,” and to those who have never been vaccinated, written notices are 
given instructing them to have vaccination performed and to return the 
notices to their respective teachers properly endorsed by a physician 
within a few days. Particular stress is laid on those who have been vac- 
cinated but unsuccessfully. It is believed that they are laboring under a 
false sense of security and to that extent are worse off than those who 
have never been vaccinated at all. The case of a person utterly immune 
to vaccination if properly done and persevered in, is rare indeed. Those 
who have had smallpox are treated simply as having been vaccinated and 
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if more than six years have elapsed since the attack vaccination is ad- 
vised.. Hypodermic vaccination, so called, should be discouraged, as it is 
impossibe to tell whether a successful vaccination has resulted from it or 
not. The city health department holds that children who have had that 
method used upon them should furnish a certificate of vaccination or re- 
vaccination every year as the only safe course.- Children requiring vac- 
cination are encouraged to go to their family physicians but for those 
without means, vaccination without cost is provided at the city health 
department’s headquarters. 


Following the first general inspection for vaccination, as the cold 
season advances, examination is made for throat and nose troubles, and 
at the same time general inspection is made of the scalp, eyes, ears and 
skin. Cultures are taken for laboratory examination when occasion re- 
quires. Cases of contagious disease thus found are immediately removed 
from the school and action taken as regards contacts. Children found 
with affections detrimental to themselves though not dangerous to others 
are advised by use of a printed blank form to consult a physician for the 
needed treatment and those unable to do so are referred to the free dis- 
pensary. 


Last year there were 171 visits of inspection, during which not less 
than 106,000 inspections were made. The number of throat cultures 
taken for examination for diphtheria bacilli were 649, a fair percentage 
of which were positive and as a result of which a number of cases of 
diphtheria and diphtheria carriers were removed from the schools and 
quarantined. In this way also cases of trachoma were weeded out and 
treatment instituted at a stage of the disease when most could be hoped 
from treatment and at a time of life when cure was most important. 


Medical inspection of school children is carried out in more or less 
degree in the various cities of the United States and to some extent in 
rural communities. In one city the idea has been elaborated to a high 
degree, even to the extent of employing a dentist to keep in order the 
teeth of the school children without expense to them and the employment 
of a trained nurse to visit their homes. It is questionable if it would be 
advisable for us here to go so far at the present time even if there were 
not financial and other difficulties in the way, but there are needs for 
which provision ought to be made. Not the least of these is the condition 
of overcrowding. Besides having to crowd children perhaps more than 
should be in some of the main school buildings, where it has been neces- 
sary to acquire additional quarters in adjacent buildings there occurs the 
evil of improper housing. Buildings not originally intended for school 
purposes have been converted into school rooms but not without the sac- 
rifice or lack of a number of features found in the most hygienic class 
rooms. It may be stated here, however, that no criticism, but rather 
praise, is deserved by those in charge who have done the best they could 
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under the circumstances. It must be considered that when we take chil- 
dren out of their homes and into the schools, as at present compulsory in 
Texas, where they are kept for approximately one-fourth to one-third of 
the twenty-four hours, we assume a responsibility for their safe-keeping 
both as regards the individual and the community. It is not enough to 
claim that in many instances children are better housed at school than 
at home. Such a claim would be offset by the statement that in many 
instances they are not so well housed. As a matter of fact, as a purely 
hygienic point it might be claimed that they would be better off during 
the usual school hours if they were not housed at all but were allowed to 
run free in the open air. 


It would be profitable if provision could be made for a more thorough 
examination of children with a view to ascertaining if they have chronic 
affections such as tuberculosis in order that better provision might be 
made for the individual welfare of such as well as the protection of others. 
This might be slow work, but, if a medical examiner so employed could 
get around only once in six months that would not be giving the children 
any better protection than is afforded the cows of the dairy herds sup- 
plying us with milk. 

Another feature that is being utterly neglected is the matter of 
private schools and denominational or mission schools which are attended 
by a considerable number of children of our city. No medical supervis- 
ion whatsoever is provided for these schools. 


In conclusion, it might be said that limited as the work is, we are 
doing a general improvement has resulted in cleaner children with 
brighter, happier faces to be seen in the class rooms. We only regret 
that the work is so limited and earnestly hope that provision will be 
made for its extension. 


Discussion opened by Dr. Richmond:—It is to be regretted that these examina- 
tions cannot be made more thorough. We should have a greater number of examin- 
ers and more time. I feel that it is an economic problem and that these examina- 
tions fast develop a knowledge of conditions that we know exist in the child. There 
is a tendency on the part of parents to resent the reports made by the examiners. I 
believe a great deal of that is being overcome by the family physician. The reports 
are usually carried to him. Probably a more thorough examination would develop 
the fact that more children have tuberculosis. A tuberculosis recognized in the early 
stage gives a child a better chance. Of course these children should all be thor- 
oughly vaccinated. The examinations of throats, and for trachoma and other con- 
ditions are very important. 


Dr. Thompson:—Had the good and bad fortune of having served on the school 
board some five years and knows that the board was in a constant dilemma to pro- 
vide sufficient quarters for the schools. We could not keep up with the tenants at 
the schools. In the five years he was on the board they built a large addition to the 
Alamo School, the Lamar, the San Jacinto, Sunset and a big addition to the school 
on Montana street, and we started the Bell School and the Highland Park School. 
He believes that shows how rapidly the schools have developed. There are many 
problems connected with the housing of the children peculiar to El Paso. There 
may be some such problem in Douglas, San Antonio and other border towns, but 
here we have a large Mexican population. They are opposed to anything that will 
help on with the sanitary conditions. -A great many of these children come from 
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places that are hovels compared with the schools. There are many children here 
every year having cases of scarlet fever, etc., who are never reported. Daily exam- 
ination in the school ought to be in use. The lines along which the examiner can 
do the most good are those pertaining to the diagnosis of tuberculosis, diphtheria, 
and scarlet fever. Of all the horrible things scarlet fever is the worst. Among the 
Mexicans he has seen it sweep in and kill the children by scores. He believes the 
general public feels a little more kindly about school examinations than they did. 
He feels, however, that once in a while the examiners are not very wise. When it 
comes to employing a large nursing or medical force it is going to cost a good deal 


of money. 


Dr. Safford:—Said he wished to remark on the hypodermic method of vacci- 
nation. He thinks that the old fashioned way that gives you a good scar is by far 
the best. Dr. Thompson spoke of the problems connected with contagious diseases 
in town, and it is clear that we have tremendous epidemics of scarlet, and it seems 
to him it is all out of proportion to other towns. He thinks it is because of the 
Mexican population who are living in unhygienic conditions, which foster disease. 


Dr. Waite:—Remarked that certainly it was a foolish idea to send a child to 
school and ruin his health. If a little money on the child will make his health 
better you have made a financial investment to the community. He thinks it ought 
to be looked at from that viewpoint. Acute sore throats should be cured out of 
school. They are worse than diphtheria. He thinks this work should be carried 
much further. The drinking fountains do not work properly. It has been shown 
that not all the fountains are sanitary. Only the best ones should be used. The 
more overcrowding, the more we are exposing each child to infection. 


Dr. Werley:—Called attention to syphilis as a disease which should be watched 
in the school children. In the last six years he has seen six cases among innocents 
in children of school age. These were extra genital but they had all the lesions of 
syphilis. He saw one family where the husband first had syphilis, then the wife, 
then a miscarriage, then a baby, and lastly a child of eight years. 


Dr, Cummings:—Told of a colored man who was a sexual pervert and had been 
caught in his relations with school boys. This man was later found to be employed 
in one of the schools, though when this became known he was dismissed. When 
brought to court, they had to let him go because there was no law to punish him by. 


Lt. Col. Talbott:—It seemed that the possibilities of syphilis in school children 
would be very great; they have to consider it thoroughly in their men. The bub- 
bling fountain should be watched. With reference to crowding they found that in 
the winter the men crowded together in tents and after the oxygen had been re- 
duced probably by the small heating stoves used, were a great deal more susceptible 
to disease; the ventilation here is very important also. If a man now has a very 
sore throat they isolate the contacts. 
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THE TWO STAGE OPERATION FOR PROSTATECTOMY 


BY 


F. W. NOBLE, M. D., Div. Surgeon, El Paso & Southwestern Ry., Rock Island Ry., 
and Tucumcari Hospital. 


A little over seven years ago, I read a paper on supra-pubic prosta- 
tectomy, before the Central Medical Society at El] Reno, Okla. This was 
at a time when the perineal operation was the favorite one with most 
American operators. This was especially true of the Oklahoma surgeons. 
I recall that some prominent members, of that society, strove hard to 
cast a wet blanket over my enthusiasm for the supra-pubic route; but as 
I had taken care of some of their bad results, following the perineal 
method, I remained unconvinced. The pendulum has now swung to the 
supra-pubic route and recently a distinct advance has been made in sur- 
gery of the prostate by doing the operation in two stages. 

All who do bladder surgery know the deep concern with which we 
approach the majority of these cases, because the surgeon is called, in a 
great majority of cases, to relieve men of advanced years, who are already 
suffering from retention of urine and distended bladder, with the at- 
tendent evils of such conditions, which probably have existed acutely 
anywhere from one to three weeks. These men may have gotten rid of 
some urine, during that time, by leakage, or the catheter may have been 
used anywhere from one to three times a day. I had a case, in a man 73, 
who had had absolute retention for eleven days, and had the catheter 
passed but once daily, to relieve him. This had resulted in paraplegia of 
the lower extremities. There is no greater feeling of comfort comes 
to us, than the knowledge that we can operate on these almost 
hopeless cases now, with such great safety; for the two-stage operation 
has its first indication in patients suffering from cystitis, orchitis, pyelitis 
with daily chills and fever, loss of appetite, irregular pulse or marked 
depression; also when the bladder is enormously distended with urine and 
blood clots. Next: where the patient has a constitutional disease, such 
as: diabetes, nephritis, tuberculosis, cardiovascular diseases, high blood 
pressure, mitral and tricuspid insufficiency or stenosis, or is toxic from 
septic absorption or renal insufficiency or cannot stand the permanent 
catheter or, in cases of profound general depression, resulting from pro- 
longed suffering, loss of sleep or general debility. 

Supra-pubic prostatectomy is probably of American origin, dating 
back to its employment, by Belfield, at Chicago in 1886 and 1887. There 
was also published, at this time, a communication by McGill of Leeds. 
McGill removed obstructing portions of the gland and gradually extended 
the scope of the operation until he did a complete prostatectomy. Bel- 
field, in addition to the removal of the gland by a supra-pubic route, also 
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used a perineal incision for drainage. Then we read of the work of 
Wiener, of Mt. Sinai Hospital, who reported a two-stage operation done 
in 1903, under nitrous oxide anaesthesia, in the journal of the American 
Medical Association of May 14th, 1904. A year later he reported his 
second case, in the Annals of Surgery; the second case being operated in 
1904. After this we find Dr. Howard Lillienthal, advocating in the An- 
nals of Surgery that prostatectomy could be done in two stages; also Dr. 
Follon Cabot, writing of the particular value of the two-stage operation 
as early as 1907, and he stated that he would in future use local anaes- 
thesia for the first stage, because he was convinced that in some cases 
ether anaesthesia caused kidney or lung complications. Foreign surgeons 
seem to have been slow to take up the idea. Carrier, of Lille, advised it 
for infected cases in 1908 and, in that same year, Lanz of Amsterdam re- 
ported three badly infected cases, which he had operated upon under local 
anaesthesia. Next: Cholzoff, of Petrograd, in 1910 reported that his 
mortality had been so much reduced by the introduction of the two-stage 
method, that he had altogether abandoned doing the operation in one 
stage. He reported eleven single-stage operations with three deaths, and 
contrasted this mortality, with twenty consecutive two-stage operations 
with but one death. After this, Kummell of Hamburg, in 1911, deplored 
the fact that the two-stage operation had not found more favor in Ger- 
many, and reported four cases, in which he used local anaesthesia. In 
the Mayo clinics, in 1911, Judd reported that the Mayos had been able to 
reduce their mortality rate in prostatectomy materially by using a per- 
manent catheter or a supra-pubic stab wound as the first stage. More 
recently the two-stage operation has been enthusiastically adopted by 
Dr. James Pederson of New York and his conclusions will be found in 
the transactions of the American Association of Genitory Urinary Sur- 
geons in 1913. Then other equally enthusiastic writers have set down 
their experiences; namely: Paul Monroe Pilcher in 1915, Harry H. M. 
Malejan in 1915, Joseph Wiener in 1915, S. H. Harris in 1916, J. A. Gard- 
ner in 1917 and P. M. Pilcher again in 1917, and still more recently, 
Kolischer and Isenstaedt have aided greatly by improving the method of 
local anaesthesia. 

This method of anaesthesia is as follows, for the cystostomy: (In 
passing it may be said that it does not help the patient’s feelings nor 
does it favorably impress onlookers when an inadequate anaesthesia of 
the abdominal wall is made. Two years ago I was present at an opera- 
tion in one of the largest hospitals in this country, when the abdominal 
wall had been anaesthetized and had my feelings harrowed by the agon- 
ized screaming of the patient who was hand-cuffed to the table. One 
could imagine the feelings of an audience witnessing an operation done 
under such conditions. The anaesthesia in this case had been performed 
by making a linear wheal the extent of the intended incision and only ex- 
tending it over the linea alba.) The line of the incision and adjacent por- 
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tions should be infiltrated in herring-bone fashion 


OCAL ANESTHETIC WHEALS 


so that the parts, close to the incision, will be so anaesthetized, as to be 
incapable of feeling the pain caused by the retractors. This same pro- 
cedure is carried on, in the deeper tissues, beneath the skin, in the sub- 
cutaneous and subfascial tissues. Now a three to four inch incision is 
made, from the symphysis up, and all tissues above the peritoneum and 
bladder freely opened up; so that the operator can see and freely handle 
the bladder and the reduplication of the peritoneum. Now the line of 
peritoneal attachment to the bladder is infiltrated, thus: 


PERITONEUM 
HEA 
o [OUCAL ANESTHETIC WHEALS 
20000000 


BLADDER 


For only by so doing can we painlessly strip the peritoneum up and back 
from the bladder, and this must be done carefully and freely, if we wish 
to open the bladder easily in an accessible part, and one which will later 
give us the best access to the prostate. Only when the peritoneum has 
been freely pushed back, from the upper part of the bladder, should we 
place two anchor stitches through the bladder wall to use as tractors. 
Now the bladder can be opened up by cutting upward between the stitches 

. toward the peritoneum, being careful not to open this structure. The 
sides of the wound in the bladder can now be retracted by this mechan- 
ical retraction first brought out by and modified by 
me, so that with interchangeable blades, it may be used as a retractor 
in opening the abdominal wall and in closing it, thus dispensing with one 
assistant. The bladder is cleansed and inspected for calculi, diverticula, 
tumors; and the condition of the walls and prostate noted. After this, 
a large rubber or glass drain is stitched into the bladder, being careful 
that it is not too long, thus causing pain to the patient by its pressure on 
the opposite wall of the bladder. This drain is then connected with a 
soft rubber tube which drains into a bottle attached to the bed, gauze and 
cotton dressings are put around the tube and the patient is ready to be 
returned to his bed. Our cystostomy, or the first stage, is completed. 


The results of this cystostomy are: First, the quickness with which 
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we may let the patient be up, either sitting up in bed or up and around. 
If we deem best, we may get him out of bed in 24 hours. After the drain- 
age is established, if the blood-pressure has been around 200 millimeters 
of mercury and the urinary output around 3000 C.C., with a low spec- 
ified gravity, fair phthalein and no albumen or trace of albumen; then, 
because of the disturbance of balance between the heart, kidneys and 
secretion of urine and their nervous control in the patient, who has grad- 
ually become accustomed to the over-distension of the bladder then about 
the third day the patient feels sick and shows light uraemia, with dimin- 
ished urinary output 500 to 750 C. C. less, phthalein contents drops 15% 
to 20% and albumen increases but the blood pressure lessens and there 
is often thirst, vomiting, hiccough and headache. These symptoms pass 
off in a few days, usually five to six. The urinary balance soon estab- 
lishes itself and the patient begins to improve generally. There is more 
copious urinary secretion, the phthalein content increases, the albumen 
lessens and the blood pressure becomes still lower. We find that the two- 
stage operation reduces shock of the operation to a minimum as no ether 
is used there is neither acetonaemia from the anaesthetic, pneumonia nor 
nephritis. It relieves the kidneys of back pressure and helps to restore 
their functions and the absorption of toxic products ceases. It rests the 
bladder and allows it to recover its muscular tonicity. It improves the 
condition of infected bladders and kidney pelves. The patient soon begins 
to eat, drink and sleep better, and to improve in health generally. 


It lessens the hemorrhage which takes place when the prostate proper is 
removed. 


After a period varying from a week to several months, in which the 
patient’s health has been improved to our satisfaction, we may perform 
the second phase of the operation, namely: enucleate the prostate by any 
of the standard methods. 


For this the anaesthetic used may be ether, nitrous oxide and oxygen 
or the most recent application of local anaesthesia, using the technique 
recently worked out by Kolischer and Ejisenstaedt. If the local anaes- 
thetic is to be used the patient is given a full dose of morphine, hypoder- 
matically, about fifteen minutes before beginning the local anaesthetic. 
As soon as the patient becomes sleepy the abdomen is infiltrated as 
before. The next step is the flooding of the periprostatic plexus, which 
as a rule may be accomplished by injection through the perineum. A 
Leur syringe with a needle about 8 to 10 centimeters long is used. The 
left index finger being inserted into the rectum with the palmar surface 
facing the lateral pelvic wall. The skin is punctured laterally to the mid 
line half way between the anus and the root of the scrotum. The lateral 
direction of the needle from the medium plane is determined by the pal- 
patory findings demonstrating the extent of the prostatic tumor, the aim 
being to bring the point of the needle in close proximity to the prostatic 
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plexis on either side of the prostate. At least 3 C. C. of half per cent 
novocaine and adrenalin is injected on either side. Now the bladder is 
opened and the success of the perineal flooding of the prostatic plexis 
is tested by exerting traction on the prostatic tumor by volsellum or a 
tumor screw. If this prostatic flooding has accomplished its purpose, 
then the pulling on the prostate or the stretching of the posterior urethra 
will cause no pain whatever. Complete anaesthesia is accompanied by 
blanching of the mucus membrane in covering the prostate. 


Should our manipulation have caused any pain, this is proof that the 
periprostatic plexus has not been reached, and, therefore, the anaesthe- 
sia must be completed by flooding these nerve centers from within the 
bladder, this is done in the following way: The needle penetrates the 
bladder wall from within at a point located on a line drawn from the 
ureteral opening on either side to the internal meatus. The direction of 
the needle is forward, outward and somewhat downward, to insure again 
theblocking of the periprostatic nerve plexus. 
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DAVIES-COLLEY FLAP OPERATION IN CLEFT PALETES. 
BY 
A. V. SMELKER, M. D., Nogales, Ariz. 


I want to deal chiefly with large clefts which are in children too old 
for attempted repair by the Brophy method. 

A very limited experience inclines me to the belief that the Davies- 
Colley flap operation when employed with careful regard for certain surgi- 
cal principles, will result in closure in most cases. 

The principles to which I refer are: 

i. Lack of excessive tension. 

ii. Approximation of sufficient surface to prevent separation by sub- 
sequent retraction of tissue or cutting of suture. 

This operation was first described by its author in the British Medical 
Journal of October, 1890. I have no change to offer in general method, 
but if success is to be attained, the above principles must be respected. I 
also believe that the use of a certain suture, which I will describe, works 
well for success. In order that one may respect these principles, two points 
in technic must be carefully observed. 

i. Make flaps the required width for the individual case. 

ii. Suture them with the least possible constriction and tension of 
tissue. 

I do not maintain that these principles have not been recognized here- 
tofore, but their neglect frequently spells failure. 

After the incisions, which determine the flap widths, are once made, 
the work is done, for the rest of the operation is simple mechanics, and 
opportunity for exercise of surgical judgment is practically gone. 

The originator of this operation advises that one incision be about one- 
fourth inch from the margin of the cleft, and the other incision about one- 
sixth inch from the opposite margin. This advice is good, and the resultant 
flaps will usually be ample, but I think that instead of stating the exact 
width of each flap, it is better to advise that the width of each flap should 
be determined by the operator in each individual case. By following the 

author’s advice, one might encounter a cleft just too wide to be bridged by 
flaps of his dimension, whereas, the addition of, perhaps, one-sixth or one- 
quarter of an inch of tissue to either flap would suffice to completely bridge 
the aperture. This step is the most important of the operation, for when the 
incisions have once been made, the flaps must be approximated and the 
tension is a fixed factor. 

In making estimates as to the amount of tissue necessary to close the 
cleft, sufficient should be selected to approximate the edges in this manner: 
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This may require a little more tissue than to unite the flaps in this 


But in order to apply certain sutures, to be described, the first men- 
tioned method is necessary. 

Now as to method of suture. I stated as a second principle, that the 
flaps must be sutured together with the least possible constriction and 
tension of tissue. This principle is old and thoroughly well recognized, but 
by applying the following suture, I believe that the maximum surface is 
opposed with the least possible construction and tension. 

To the end of linen or silk sutures, small lead balls or beads are fixed 
by crushing or other method. Sutures thus arranged are applied in the 
following manner, beginning with either flap: the needle is passed through 
first the mucous surface, then approaching the second flap, the needle passes, 
first through the periosteal surface and emerges through the mucous sur- 
face. The requisite number of sutures are placed before any are secured. 
This is accomplished by threading over the free end of the suture another 
small lead bead, which is grasped in a small curved forceps, and as the bead 
is slipped to place and the suture pulled taut. the bead is crushed on the 
suture locking it. This is done from before backwards. Four sutures are 
usually sufficient to close the hard palate. You will notice, then, that these 
sutures do not appear in the mouth, but are on the nasal surface of the flap. 
The closure of the soft palate is perhaps more difficult by this method be- 
cause of lack of tissue, but numerous plastic operations for closure of this 
deficiency are available. 

This same sort of approximation of the flaps may be obtained by another 
method. This is satisfactory, but as the suture causes a greater constric- 
tion of tissue than by the leaded bead suture method, I do not consider it as 
vauable. It simply consists in tying the knots on the nasal side of the flap. 
After placing the suture so that the free ends emerge on the mucous surface 
of the flaps, the first knot is loosely made with the fingers, then each end of 
the suture is firmly grasped in a small curved forceps, and as the operator 
lifts toward the nasal cavity and ties, an assistant pushes gently on the 

point of junction of the flaps toward the nasal cavity. The second knot 
secures the tissue in a similar manner. This produces the desired approx- 
imation, but causes more constriction of tissue than the lead bead method. 
The advantages of the lead bead method of approximation are: 

i. A broader surface of contact is obtained. 

ii. Less tension on the tissue at each individual suture point results. 

iii. The roof of the mouth has no knots or other irritating objects pres- 
ent to attract the destructive tongue of the child. 

iv. Food particles cannot collect on this surface, which is soon covered 
by a smooth fibrinoplastic exudate. 
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There is but one disadvantage which this method of suture possesses, 
as against the method of the originator, which is that a little larger flap 
must be selected with a resulting larger surface to granulate. This, how- 
ever, is not a valid objection, for it is unreasonable to suppose that the dif- 
ference of one-sixth or one-quarter of an inch in the width of the granulating 
surface can materially interfere with the ultimate result. 


In conclusion, I would confess that this method of suture may be old 
and well known, but I was unable to find mention of it in a careful search 
of the literature to which I had access. It is new to me, and I believe that 
with its careful application, fewer failures will result. 


There are comparatively few surgeons who have the opportunity to 
repair many of these defects, and I believe that frequent failure is not due 
to lack of mechanical ability, but failure on the part of the surgeon to re- 
ligiously follow well-known surgical principles hereinbefore mentioned. 

In recalling failures coming under my personal observation, I believe 
most of them resulted from excessive tension and slough, or lack of proper 
apposition of the surfaces to be united. 


Surgeons will tie sutures in cleft palate operations under a much more 
severe tension than they would attempt in any other operative field. Why? 
Simply because, after the incisions are once made, the operation must be 
concluded or abandoned. I firmly believe that when one errs in judgment 
and makes his flaps too small, he should not run the risk of slough and loss of 


this precious tissue, but preferably should abandon the case, wait for heal- 
ing and then make larger flaps. Concerning rules which should govern 
the degree of tension to which these tissues can be placed, I believe they 
are practically the same as those of any other soft tissue field. The isch- 
emia produced by the suture is at once noticeable, and, if this is extreme and 
extends too far beyond the center of the suture, great fear should be en- 
tertained. 


| 
“4 
7 
4 
| 
4 
{ 
‘ 


Southwestern Medicine 


Volume I El Paso, Texas, December, 1917 No. 12 


All articles must be made exclusive to this journal. Reports of Society Meet- 
ings are asked for from the Secretaries. 

Items of interest, with the name of the sender will be acceptable. 

Books for review should be sent to The Editor, care of the Medical Library, 320 
Roberts-Banner building, El Paso, Texas. 

Advertisements of proprietary medicines must have had the preparations approved 
by the Council of Pharmacy, A. M. A. 

All business communications should be addressed to El Paso Printing Co., El 
Paso, Texas, Telephone 337. 


Annual Subscription $2. Members $1. Single copies 25 cents 
Entered at the Postoffice at El Paso, Texas, as second class matter. 


Board of Managers and Editorial Staff 


James Vance, M. D., Chairman, El Paso, Texas; Troy C. Sexton, M. D., Secretary, 
Las Cruces, New Mexico; George S. McLandress, M. D., Albuquerque, New Mexico; F. 
P. Miller, M. D., El Paso, Texas; John W. Flinn, Prescott, Arizona; D. F. Harbridge, 
M. D., Phoenix, Arizona; El Paso Printing Co., Business Manager. 


EDITORIALS 


There is to be no more “Salvarsan,” but, as “Araphenamine” is the 
same thing, there need be no regretting an old and valuable remedy. 

Moreover, war prices, under the patent issued to Paul Ehrlich and 
Alfred Bertheim, had risen to about $35 a dose; whereas, the Commis- 
sioners speak of the new prices at $1 for soldiers or sailors; $1.25 for 
hospitals and $1.50 for physicians. The initial price of Salvarsan was $4. 
The three firms permitted to manufacture are: the Dermatological Re- 
search Laboratories of Philadelphia; the Takamine Laboratory of New 
York, and Farbuerke Hochest Company, also of that city. 


It is announced that Dr. T. Brailsford Robertson, the discoverer of 
Tethelin, a preparation from the anterior lobe of the pituitary gland, has 
ceded all his rights to the University of California on whose staff he is a 
professor. There was an outcry a few months ago because Prof. Gordon 
Edwards, the inventor of the anaesthetic Nikalgin, had not disclosed the 
formulae. The basis is quinine hydrochloride, or more probably, quinine 
and urea hydrochloride with other anaesthetics. The secret will event- 
ually be disclosed, but the great thing is that it has stood good under trial 
and is extensively used in the European hospitals. 
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Another name, now familiar, is Flavine, discovered by the Engish- 
man, Dr. Browning, so potent yet so harmless an antiseptic that it can be 
used for the eye of a baby or the war wounds of a horse. 

Meanwhile the Dakin-Carrel solution forges ahead, with variations 
from time to time with the users. “Bipp” (bismuth-iodoform-paraffin- 
paste), is still popular for the dressing of wounds, and every month sees 
some new attack on the old enemy Sepsis, even to a serious discussion 
concerning the therapeutics of gunpowder. 


NOTICE 
Nov. 11, 1917. 

It is of the utmost importance that the medical profession through- 
out the country be kept informed in regard to the activities of the Sur- 
geon General’s Office, the Medical Section of the National Council of 
Defense in Washington, and the work of the State Committees. 

There should be no difficulty in getting this information by writing 
directly for it- 

Since September, 1917, the situation of the Medical Reserve Corps 
in regard to numbers has become less acute. About 14,000 are commis- 
sioned and 7,000 are in the process of being commissioned. 

21,000 medical officers are about sufficient for an army of 2,000,000 
men. 
The indications are that we will need a much larger army, and the 
medical profession of this country will be tested to its utmost capacity. 

At a recent meeting in Chicago of the State Committees of the 
National Council of Defense it was decided to petition Congress to cre- 
ate a Reserve Medical Officers Reserve Corps. When this is created, 
every qualified physician at any age will be given the opportunity and 
honor to volunteer his services and be enrolled. After this every physi- 
cian will be in a position either to wear the insignia of honor of the 
Reserve Medical Officers Reserve Corps, or the uniform of active serv- 
ice in the Medical Officers Reserve Corps. 

From the new Reserve Medical Officers Reserve Corps the Surgeon 
General will be able to select medical officers as they are required for 
service in France or at home. 

The present great problems are:—The training of physicians in 
civil practice for military duty. 

The protection of the army in training in this country from venereal 
infection. 

The future great problem when our wounded begin to return to 
this country, will be the reconstruction and re-education of the crippled 
soldiers. 

The great and only necessity of the present is the successful carry- 


ing on of this war. 
JOSEPH COLT BLOODGOOD, 


Chairman of Committee on Preparedness 
Southern Medical Associiation. 
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ARIZONA NEWS ITEMS 


Capt. Wm. H. Sargent, of Phoenix, who took training at the Los An- 
geles School of Roentgenology, was ordered to New York and his family 
have received advices that he sailed for France during November. 


Lieut. E. F. Malone, formery Assistant at the State Hospital, is tak- 
ing training at the Los Angeles School of Roentgenology. 


Capt. C. T. Sturgeon, of Globe, has been ordered to New York City 
for special training in orthopedic surgery. 


Among the list of states furnishing their patriotic quota of physi- 
cians, we should take particular pride that Arizona stands first in per- 
centage, having vounteered more than 16 per cent of her medical men. 
At the present time the number of men leaving the state is far in excess 
of those coming in, so that this percentage will rise. 


Dr. S. D. Whiting, of the Indian School Sanatarium, Phoenix, has 
tendered his resignation in order that he may volunteer his services in 
the Medical Reserve Corps. Dr. Whiting’s resignation was accepted with 
reluctance by the Commissioner of Indian Affairs. Dr. Whiting hopes 
to engage in examination of applicants for tuberculosis after his appli- 
cation to the Corps has been accepted. 


Dr. R. J. Stroud, of Gleeson, recently suffered an attack of acute 
nephritis, induced by exposure and chilling on one of his long profes- 
sional trips. 


The Medical Defense Committee of the Arizona State Association 
are, at present, handling three suits against members of the Association. 
One against Dr. Bim Smith, of Douglas, Ariz., for a burn suffered when 
the patient’s mother, on her own initiative, placed a hot water bottle to 
the feet of the patient, who was unconscious from an anesthetic; the 
second against Dr. John W. Flinn, of Prescott, who is charged with using 
a “dangerous and experimental form of treatment,” when he practiced 
heliotherapy on a discharging sinus; the third case against Dr. J. E. 
Crawford, of Ray, who is being sued for allowing salvarsan to escape 
into the tissues around the vein. 

The operation of the Medical Defense system will be watched with 
interest in these cases. 
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BOOK REVIEWS 
c Data. By Field- 


History of Medicine. Suggestions for study and Bibliographi 
ing H. Garrison, A. B., M. D., Principal Assistant Librarian, Surgeon General’s 
Office, Washington, D. C. Second edition revised and enlarged. Octavo of 905 
pages with many portraits. W. B. Saunders Company, Philadelphia and London, 
1917. Cloth, $6.50 net; Half Morocco, $8.00 net. 

To the eyes of the world, Dr. Garrison’s first edition seemed perfectly and 
beautifully dressed, but, like a mother who gives lingering touches and makes 
changes in the robe of a festive-going daughter, so he has brought from his treas- 
ury still more valuable facts for this, his literary child. 

There is a saying in Baltimore that if Dr. Welch were asked for historical 
data in his sleep, he would still answer correctly, and this correctness forms the 
great charm in Dr. Garrison also. The sorrowful student or the brazen-faced pot- 
boiler will not afterwards find him contradicted by a “higher authority,” for the 
author has been there first, and, moreover, does not deluge us with ill assorted, 
cardiac-indexed facts or write in high falutin’ style to show how much he knows, 
but wooes us by his lucidity to follow him in the pleasant path he has made through 
the obscurities of medical history. 

The new edition lands us on the battlefield where Dakin and Carrel, Cushing, 
Mayo, are doing such splendid work, yet, not less useful than the blood stained 
man is the inky one slaying Ignorance for the benefit of medical heroes when the 
trench shall be exchanged for the easy chair. —D. W. 


THE CONVERSION OF HAMILTON WHEELER 


A Novelette of Religion and Love, Introducing Studies in Religious Psychol- 
ogy and Pathoogy. By Prescott Locke. The Pandect Publishing Co., Blooming- 
ton, Illinois, 1917. Price $1.25. 

According to the author, the evangelist is a man who “is doing more harm 
than all the saloons of the couuntry put together.” ‘In fact, evangelists make 
business for the saloon and the brothel, as well as directly provide thousands of 
inmates for our penal and insane institutions.”’ 

“A ‘conversion’ is an introduction into—not the supernatural, but the subnor- 
mal. ...” Whenever I meet a person who avers positively a fixed conviction 
that Jesus is his Saviour, asserts the reality of a living Christ or God, or that Jesus 
is a genuine historical character, I have no hesitancy in pronouncing such a 
pseudo-perception as a full-fledged delusion..... The term ‘finding Jesus,’ 
must be regarded in all cases as one form or another of delusion, illusion or hal- 
lucination.” 

Reading further, the author’s ideal is learnt: Religion should be purged of 
its supernatural element. There should be schools of individual and international 
sociology, ethics, morals, hygienic living, sanitation, civil government. ... The 
clergy should be absorbed in the new religion of humanity. The Christian relig- 
ion, with its unwholesome features and pathological influences and achievements 
should not be permitted to masquerade as an institution of ethical culture in our 
otherwise highly civilized age. 

The author draws a melancholy picture of conversion, and yet, a few more 
of such men as Augustine, Clovis, Bunyan, Wesley, Livingstone, Paton, Gordon, 
Moody, would not come amiss in “our highly civilized age.” 

Like Mr. Gradgrind, we ask for facts. The author admits he has only ‘‘news- 
paper reports” of increasing insanity resulting from revivals. Where are his 
proofs that ‘‘the evangelist is doing more harm than all the saloons put together.” 

Also, he cannot differentiate between an “illusion” and a “delusion,” nor de- 
fine “ethical.” 

Also, if the converted are, practically, insane, then the real Christians must 
be defined as ‘“‘borderline’’ cases, as they are still obsessed by a belief in Christ 
and immortality. ° 

Though there is much that is true in the book concerning ill-trained emotion- 
alism, the author does not make it quite clear to what his boy hero was converted; 
that is, whether the term is to be applied to his turning into a lustful neurotic 
as the result of hearing the evangelist, or afterwards into a physically healthy, 
broad-minded, atheist as the result of a vigorous course of psychotherapy, cold 
— brisk rubdowns, gymnastics and “religion of humanity,” under os eo" 

octor. —D. A 
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_ SISTER'S HOSPITAL AND TRAINING SCHOOL FOR NURSES. 


Modern, fully equtpped hospital, eonveniently and pleasantly located | 
not far from the center\of the city, normal capacity 125 patients, all out- 
side rooms with or, without bath, het ad cold water, steam heat, electric 
light plant, laundry, excellent diet kitchens. New. “spiral-bender” fire’ 
“escapes were recently installed.’ The’ hospital eontains five operating 
Tooms; laboratory, obstetric poligery rooms and. wards, pharmacy, 


The Training Bchoob for conducted ‘by this hospital, is com- 
plete in’ every particular.. A new nurses’: home to be built in the near 
future. A.three. years’ graded course of instruction is carried out by 
competent corps of instructors. Lectures begin in. September and continue 
.¢ Until, *May; practical instruction, by head nurses in all departments, is 

' ¢arried out throughout the entire three year course, Special instruction 


| pleted and graduates are qualified for registration under the Texas State 
Laws governing “Registration of Graduate’ Nurses. . Matriculates having 
necessary preliminary education (at least one year of high 
“are admittod In training. 


in Obstetrical, Gynecological, Surgical Nursing and Dietetics ts, empha- 
‘2 sized during the final year. Diplomas are given when, the course is com- 
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